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We present a case of a 72 year old male patient, who presented to the emergency department with a 2
day history of right iliac fossa pain. On examination he was apyrexial and haemodynamically stable, yet
displayed signs of right iliac fossa peritonism. Inﬂammatory markers were mildly raised.
Computed tomography and diagnostic laparoscopy both demonstrated typical features of epiploic
appendagitis.
Epiploic appendagitis is an uncommon cause of the acute abdomen, yet is probably underdiagnosed.
The term was ﬁrst used by Lynn et al. in the mid 1950s. With the increase in CT scanning and diagnostic
laparoscopy, we feel that both surgeons and radiologists need to be increasingly aware of the clinical and
radiological appearances of epiploic appendagitis.
 2010 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Case presentation
A 72 year old male, previously ﬁt and well, presented to the
emergency department with a 48 h history of right iliac fossa pain.
It came on suddenly and was stabbing in nature. It did not radiate
anywhere and he had never felt such a pain before. He was
nauseated but had not vomited. He had no bowel or genitourinary
symptoms.
On examination he appeared uncomfortable. He was apyrexial
and haemodynamically stable. Cardio-respiratory examination was
normal and his abdomen displayed signs of local peritonism in the
right iliac fossa, with a negative Rovsing’s sign. Blood tests showed
mildly raised inﬂammatory markers and an erect chest radiograph
showed no evidence of pneumoperitoneum. Given the lack of
deﬁnitive signs and the patient’s age, a CT scan of the abdomen and
pelvis was organised.
The ﬁndings on the Contrast CT were of an oval area of fat
density with an enhancing rim and centre, arising from the anterior
wall of the ascending colon, surrounded by oedematous and
inﬂamed mesenteric fat, with no associated bowel wall thickening
(Figs. 1 and 2).perated on the patient. JB and
pt. MS was in charge of the
ided radiological support. All
).
ciates Ltd. Published by Elsevier LtDiagnostic laparoscopy was performed the next day, as the
patient was still very tender despite analgesia. This showed two
torted appendices epiploica e one ischaemic and adherent to the
abdominal wall correlating to the CT appearances (Fig. 3) and
another that was torted but not yet ischaemic (Fig. 4).
Following mobilisation of the ischaemic appendix epiploicum
from the abdominal wall, it was snared with 2 Vicryl Endoloops
(Ethicon, New Jersey, USA) and excised with laparoscopic scissors.
The second appendix epiploicum was ligated with 1 Vicryl Endo-
loop (Ethicon, New Jersey, USA) and also excised. The appendix
appeared macroscopically normal. Histology of the two specimens
conﬁrmed the operative ﬁndings.
The patient made an uneventful post-operative recovery and
was discharged home within 48 h.2. Discussion
Epiploic appendagitis was ﬁrst described by Lynn et al. in the
mid 1950s1 and is a rare cause of the acute abdomen.
Appendices epiploica are small pouches of peritoneum that are
distended with fat, that lie parallel to the taenia coli on the large
bowel. They are attached to the colon by small vascular stalks.
Epiploic appendagitis is thought to be caused by a twisting, kinking
or stretching of epiploic appendages along their long axis with
impairment of vascular supply, subsequent venous thrombosis and
necrosis which, depending on localization and severity, can mimic
a variety of underlying causes of the acute abdomen.d. All rights reserved.
Fig. 1. L4 vertebral level. CT scan showing an oval 3 2 cm fat density (50HU) with
an enhancing rim and centre, arising from the anterior wall of the ascending colon,
surrounded by oedematous and inﬂamed mesenteric fat, but with no associated bowel
wall thickening.
Fig. 3. Ischaemic torted appendix epiploicum.
J. Bunni et al. / International Journal of Surgery 8 (2010) 401e403402Clinically, epiploic appendagitis is most often mistaken for acute
diverticulitis. One series of 84 patients showed that approximately
7% of patients investigated to exclude sigmoid diverticulitis had
imaging ﬁndings of primary epiploic appendagitis.2 When acute
epiploic appendagitis involves the caecum, it may be mistaken
clinically for acute appendicitis.
The diagnosis of epiploic appendagitis primarily relies on cross-
sectional imaging and is made most often on CT. Acute epiploic
appendagitis has a predictable appearance in terms of location,
size, and density. The most common ﬁnding on CT is a fat-density
oval lesion with surrounding inﬂammation on the anterior aspect
of the sigmoid colon.
Omental infarction ought to be included in the differential
diagnosis when considering epiploic appendagitis. Omental
infarction is rare, given the abundant collateral vessels, yet canFig. 2. L5 vertebral level. CT scan showing an oval 3 2 cm fat density (50HU) with
an enhancing rim and centre, arising from the anterior wall of the ascending colon,
surrounded by oedematous and inﬂamed mesenteric fat, but with no associated bowel
wall thickening.present with similar symptoms. It usually results from torsion of
the omentum or occasionally venous thrombosis. It can however
usually be distinguished from epiploic appendagitis on CT scan by
a lack of the hyperattenuating ring seen in epiploic appendagitis,
the fact that omental infarction is usually longer than 5 cm and
usually displays a whorled pattern of fat stranding between the
anterior abdominal wall and transverse or ascending colon.
Another entity in the differential is mesenteric panniculitis. This
is a rare condition characterised by mesenteric thickening or mass
within (usually) the small bowel mesentery. It has been argued that
mesenteric panniculitis, mesenteric lipodystrophy and sclerosing
mesenteritis represent histological variants of one clinical entity.3
CT ﬁndings are usually of a soft tissue mass in the small bowel
mesentery, which may envelop the mesenteric vessels. Occasion-
ally, there is preservation of fat around the vessels resulting in
a so-called “fat ring sign”.4
Regarding management of epiploic appendagitis, decision
whether or not to proceed to operation is still unclear in the liter-
ature, and is usually down to clinical judgement. Presently, most
authors advocate expectant management with oral anti-inﬂam-
matory medication.5
However, unless a conﬁdent diagnosis is made from pre-oper-
ative imaging, patients usually progress to diagnostic laparoscopy.Fig. 4. Second torted appendix epiploicum.
Table 1
Differentials of an inﬂammatory fatty lesion seen on CT scan.
Differentials of an inﬂammatory fatty lesion seen on CT scan6
Acute epiploic appendagitis
Mesenteric panniculitis/lipodystrophy
Acute diverticulitis
Trauma
Omental neoplasm e.g. liposarcoma
J. Bunni et al. / International Journal of Surgery 8 (2010) 401e403 403Advantages to surgical management include cure, as conservative
management may result in recurrence. Interestingly, the second
torted appendix epiploicum was not demonstrated on imaging, in
this case.
This case highlights the need to be aware of epiploic appenda-
gitis as a cause of the acute abdomen, and bear in mind the
differentials and their CT appearances. It shows that patients can be
managed surgically with good results and highlights the need for
clear communication between radiologists and surgeons.
3. Imaging
The differential diagnosis of an inﬂammatory fatty lesion on CT
is summarised in Table 1.The characteristic imaging ﬁndings of EA are a central fatty core
surrounded by inﬂammation between 1.5 and 3.5 cm in diameter
on the anterior border of the sigmoid colon, which can also
demonstrate a central high-density focus.Acknowledgement
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